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DO NOT WRITE

ON THIS STUB | —FHEDJIN—703 -
1. PLACE OF PEATH v 2. USUAL RESIDENCE (Where decuud I.wed If instivtion: Residence before

VS 300 a. COUNTY .2 STATE b. COUNTY . admission)
s 00, - Missouri St. Lonis
ev. 4/ b. CITY (If outside corporste limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits

1 St, Louis 18 mim own Bellefontaine Nedghbors |YeX NeD

I FULE.PNAME OQF {If NOT in hospital, give location) - Inside Limits dAs;g%EEgS {If cutside, give location) Reside on Farm

“&%ﬁuTIONR ChI'iStian HOSDital Yes ¥ No [l 1030 DI'. | Yes ] No[X

. NAME OF DECEASED First Middle . . Last 4 DAYE Month Year
{Type or print) OF

JOHN HAYES DEATH _1265.;__
5. SEX 4. 'COLOR OR RACE 7. ‘Married Never Married [] [8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER 1 YEAR | IF UNDER 24 HR

Widow: Divorced [ Months | Days Hours Min.

TDATE AMENDED

M| -
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Q|

~ 0

e - white /?? &l F@s
100. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY dlkTHPLACE (City and stfte of country} | 12. CITIZEN OF WHAT COUNTRY

d m § working life, f retired
uring nlf of wol dng ife, even if reti )] - St.Lou;i_s’Mj_gs U. S. A.
13b. MOTHER'S MAIDEN NAME

13a. FATHER'S NAME 14. NAME OF HUSBAND CR WIFE

Willdam Ha\pa MaI;LEnlex_______Hazﬂ_Hafes
15. WAS DECEASED EVER IN U.S. ARMED FORCET 0. [17. INFORMANT Address

{Yes, no, or unknown)'(lf yes, give_\lo_nr or dates of azel Hayes - 1030 Oran Dr.

18. CAUSE OF DEATH (Enter only one cause per line for’ (a). {b). and (c}» INTERVAL BETWEEN
PART |. DEATH WAS CAUSED B OINSET AND DEATH

IMMEDIATE CAUSE (a)
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DOCUMENT

Conditions, if any, CUE TO (b)
which gave rise 1o |-

sbove cause (a), 4 a J
tng the under-
iying " cavne last.]  DUE TO (&) 2

PART 11. OTHER SIGNIFICANTY CONDITIONS CONTRIBUTING TQO DEATH but not related to the terminal PART (1), If decessed was female was
diseaze condition given in PART | (a} «:there a pregnancy in last 90 days.

IDYQ_SI O Ne I O Unknown
19. WAS AUTOPSY 20s. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
PERFORMED, . o . 0O )
YES [] NO
20c. TIME OF Hour Month, Day, Year
INJURY a.m,
p.m.

20d.. INJURY OCCURRED 20e. PLACE OF INJURY [e.g.; in or about home, 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK farm, factory, strest, office bidg., etc.

NOT WHILE AT WORK [J
_—_, ] i S . .

]
. | attended the deceased f'°"‘l"Lﬁﬁ_%ﬁhW‘d last wawhim ative o ] = -
Death occurred at. 7 o )i'}— on the date atated above, and to the best of my ki edgn, from the causes stated.
1 .
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"MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

23k. DATE 23c. NAME OF GEMETERY bR CREMATOR 23d. LOCATION (City,.town, or couniy)

removal June 3,1963 St.Pauls Gl:'.u.mkq:ard_ o
24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.
BUCHHQLZ MORTUARY=5967 W.Florissar

BY AFFIDAVIT OF

ITEM NO.




STATEMENT. BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by ) Student Embalmes No.

working .under my personal supervision.

Student’

Signature of Student Embalmer

Licensed Embalmer No %\b ~S /

: 4
- s v . P.O. Addre&%r_‘_w

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

~. If enibalmed by a STUDENT, he also shall sign in.his OWN handwriting.
If-this body’is not embalmed, fact should be so stated above. *
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